Introduction
A drug prescription according to Sisay et al. [1] is a legible, accurate and complete medico-legal document of formal written instructions, from the prescriber to the dispenser and considered as the patient's visit endpoint with the health facility. Rational use of drugs (RUD) is an essential element in achieving quality of health and medical care of patients and the community as a whole [2] . According to [3] , the World Health Organization (WHO) defined rational use of drugs as patients receiving medications appropriate to their clinical needs, in doses that meet their own individual requirements, for an adequate period of time and at the lowest cost to them and their community. Appropriate use of medicines can contribute immensely to the global reduction in morbidity and mortality with medical, social and economic benefits, and imparts credibility to the health facility system [4] . However, the World Health Organization (WHO) has reported that around 50% of all medicines are inappropriately prescribed, dispensed or sold [5] .
Irrational prescription of drugs is a common global occurrence in clinical practice with an enormous cost [4] . It occurs in all countries and causes harm to people [6] . Irrational use of medicines includes the use of too many medicines (polypharmacy), use of antibiotics for non-bacterial infections, inadequate dosages of antibiotics, use of injections when oral medication is more appropriate, prescribing medicines that contravene clinical guidelines, and patient self-medication [3] . Basically, few studies have been carried out to assess the prescription patterns of health care facilities in Uganda using WHO prescribing indicators. That is average number of medicines prescribed per encounter, percentage of medicines prescribed by generic name, percentage of encounters with an antibiotic prescribed, percentage of encounters with an injection prescribed and percentage of medicines prescribed from Essential Medicines List. According to the report of baseline studies, all levels of health care facilities in Uganda recorded polypharmacy, low use of generic names, over-use of antibiotics and low adherence to standard treatment guidelines. The report thus concluded that there was poor medicines management in more than 1000 public health care facilities in Uganda [7] . 
Justification
Few medicines-use indicator studies have been carried out in Uganda and most of them were in public health facilities. Most of these studies have been carried out using a Supervision Performance Assessment and Recognition Strategy (SPARS) tool to assess the performance of public and not-for-profit health facilities and design interventions to improve medicines use in Uganda. The prescribing performance scores were found to be low for all levels of care). But, the SPARS tool is more of a management (performance assessment and intervention) tool rather than a research tool since it involves scoring based on standards set by ministry of Health rather than the exact WHO medicines use indicator reference standards [7] . This gap necessitated the need to carry out this study to assess the current rational prescribing pattern in the General Outpatient Department (GOPD) of Kampala International University Teaching Hospital (KIUTH) using WHO and International Network of Rational Use of Drugs (INRUD) indicators.
Methodology

Study Design
The study design was a retrospective, descriptive, cross-sectional study of patient medical records and prescription forms from the GOPD of Kampala International University Teaching Hospital, for some general information and WHO prescribing indicators [8] . Besides the WHO core prescribing indicators, we also looked at the level of recording of diagnosis which helps the pharmacists to determine whether or not the prescribed medication is appropriate for the indication under treatment. 
Area of Study and Period
Sample Size Determination
According to the WHO guidelines, a minimum of 600 prescriptions should be used in a cross-sectional study describing the current prescribing pattern of a health facility [9] . In this study, 884 prescriptions were used.
Inclusion and Exclusion Criteria
• Encounters that took place during the period from April, 2016 to March, • Impressions were considered as diagnoses.
• Combination medicines were counted as one and included [2] .
• Prescriptions containing all the information needed i.e. names of the drugs, dosage form were included.
• Encounters that took place outside of the period from April, 2016 to March, 2017 were excluded.
• Prescriptions that did not contain all the information needed i.e. names of the drugs, dosage form were excluded.
Sampling Technique
The total number of prescriptions in the medical records from GOPD of KIUTH from April, 2016 to March, 2017 was 23,868. Out of this number, 884 prescriptions were selected using systematic sampling method with 27 as the sampling interval.
Data Collection
The data collection from the GOPD of KIUTH was carried out between April, 2017 and June, 2017. The sampling of prescriptions was made to spread throughout the period of study to reduce bias due to seasonal changes [3] . The standard core drug use indicator forms were used to collect the data [10] . The WHO guidelines and methods were observed to ensure data reliability [10] . The total number of prescriptions during the study period was 23,868 which were kept in patient files in the Medical Records Centre of the hospital.
A pretest was carried out to confirm availability of the required information for the study and to allow for adjustments before the study. After the pretest, the data collection tool was adjusted to suit the study and to make data collection easy.
Data Analysis and Presentation
The data collected were checked for correctness and analyzed using Microsoft Table 1 .
An index system developed by Zhang and Zhi [3] [14] to gauge the performance of a health facility in terms of drug utilization was used to determine the performance of KIUTH. For each prescribing indicator, an index was determined for it using a formula. For the calculation of non-polypharmacy, rational antibiotic and injection safety indices, the following formula was used:
Index Optimal value Observed value =
All other indices (index of generic name, index of Essential Drugs List and index of recording of diagnosis) were calculated by the following formula:
Index Observed value Optimal value =
The optimal index for each of the prescribing indicators was set as 1 and thus, the observed values closer to 1 is a measure of rational drug use and vice versa.
The Index of Rational Drug Prescribing (IRDP) which has a maximum value of 6 in this study was then calculated by adding up all the 6 indices [10].
Data Quality Control
The data collected using the data collection prescriptions forms was checked to ensure that all information required was recorded before entering it into Microsoft Excel 2013. After entering the data, it was rechecked (double entry) to ensure correctness of information in order to produce reliable results. The principle of confidentiality was maintained in the course of this study.
Prescriptions were coded to maintain confidentiality of patients, and their data.
Results
The 
Discussion
The aim of this study was to assess rational drug prescribing in the GOPD of for Rational Drug Prescribing (IRDP) for these six prescribing indicators was 6, and the overall observed IRDP was 4.85 which is lower than the optimal value, and thus accounts for the low level of rational prescribing in the facility.
The average number of drugs per encounter was 2.6, which was the same as the African Regional value of 2.6 as reported by [15] , but higher than WHO standard range of 1.6 -1.8 (<2). It was much lower than the outcome of the research work of [16] The World Health Organization recommends that prescribing in generic name in a facility should be 100% since, increasing generic prescribing would promote rational use of drugs and avoid confusion during dispensing and reduce the cost of purchasing brand drugs [8] . The 90.21% of prescriptions with generic names in this study was less than what was reported from similar studies in South (98.7%) and South West (92%) Ethiopia [21] ; however, was higher than the findings of [10] for African Region (65.1%). The index for generic name prescribing was 0.9 which seems closer to 1 but still irrational. In a similar study Tanzania (82%) and Zimbabwe (94%) [20] . The WHO highly recommends prescribing medications by generic name as a safety precaution for patients because it identifies the drug clearly, enables better information exchange and allows better communication among health care providers [3] . This calls for the continuous training and supervision of prescribers on the use of generic names to improve the practice.
The which is far away lower than the optimal value (1) is a mark of poor rational prescribing. This percentage of medicines prescribed from the EMSLU/UCG was lower than the findings of a similar study for Africa Region (89.0%) [10] . This might be due to non-availability of essential drugs list to all prescribers perhaps because of high cost and logistics in making the list available, especially among the lower cadre of prescribers like the clinical officers, interns and medical officers who support the consultants.
The percentage of encounters with an antibiotic prescribed was higher than the WHO recommended value of (less than 30%). It was more than 2 times the recommended value at 61.88%. This showed a very high deviation from the recommended value. It was also higher than the outcome of a similar research work for African Regions of 45.9% [10] as well as studies in Nigeria (34.4%) and Ghana (11.9%) [22] . In addition, our finding on percentage of encounters in which an antibiotic was prescribed was lower than the outcome of another similar study carried out in Sudan (63%) [23] , and higher than that of India (22%) [24] and Uganda 56% [25] . Further in this study, the percentage of injectable prescribed was 5.43%. This falls within the WHO cut-off values of less than 25%, with an optimal index of 1.
The study finding was less than the findings of another study by [10] for African
Regions (25%), study in Pakistan (27.1%) [26] and Tanzania 18.1% [27] . It was higher than the research findings of another study in Saudi Arabia of value 2% [3] . 
Conclusion
Limitations
The research was limited by the fact that the study was carried out in only one institution and in particular in only one Department, the General Outpatient Department. The study therefore, did not create opportunity for assessment of 
